Abstract Bacterial endarteritis is rare and usually affects the abdominal aorta. A case of bacterial left subclavian arteritis complicated by mycotic aneurysm is presented. An early diagnosis of infective arteritis was made based on a history of fever, sweats, rigors, and a progressive macular rash, polyarthralgia splinter haemorrhage (limited to the left arm), and a loud left subclavian bruit on admission. A mycotic aneurysm was diagnosed by computed tomography and treated surgically. In cases of endarteritis the possibility of a mycotic aneurysm should be borne in mind even when there is no evidence of endocarditis. (Br Heartj 1993;69:455-456) Laboratory investigations were as follows: haemoglobin 134 g/l, mean corpuscular volume 89-4 fl, white blood cell count 6-8 x 109/1, erythrocyte sedimentation rate 88 mm in the first hour. The urea electrolytes, creatinine, and glucose were normal as was the clotting screen. A provisional diagnosis of acute infective arteritis was made but there was uncertainty about which diseased vessel was involved. Blood cultures grew Staphylococcus aureus sensitive to flucloxacillin and gentamicin and intravenous treatment with these two antibiotics was started.
Case report A 56 year old man presented with a four day history of fever, rigors, general malaise, and night sweats. He also complained of severe restriction of movement in his left shoulder, elbow, wrist, knee, and the middle two fingers of his left hand. There was no previous history of arthritis, rheumatic fever, or valvar heart disease. He was edentulous and had not undergone any recent dental or surgical procedures.
He had mild chronic stable angina on exertion that required no treatment and intermittent claudication in his left leg on walking 100 yards. He Laboratory investigations were as follows: haemoglobin 134 g/l, mean corpuscular volume 89-4 fl, white blood cell count 6-8 x 109/1, erythrocyte sedimentation rate 88 mm in the first hour. The urea electrolytes, creatinine, and glucose were normal as was the clotting screen. A provisional diagnosis of acute infective arteritis was made but there was uncertainty about which diseased vessel was involved. Blood cultures grew Staphylococcus aureus sensitive to flucloxacillin and gentamicin and intravenous treatment with these two antibiotics was started.
An echocardiogram showed normal cardiac chambers and valve architecture with no vegetations. A duplex scan showed a 50% stenosis in the right internal carotid artery and that the left internal carotid artery was occluded at its origin. Digital subtraction angiography showed a left subclavian stenosis ( fig 1) and occlusion of the left common iliac artery.
Serology for syphilis (VDRL and TPHA), antinuclear factor, and antineutrophil cytoplasmic antibody was negative and a biopsy specimen of the temporal artery was normal.
After four weeks his clinical condition had improved and so intravenous antibiotics were discontinued. The possibility of a mycotic aneurysm at the site of the infection was considered and therefore thoracic computed tomography was performed. This showed a 5 cm diameter aneurysm of the left subclavian artery (fig 2) which had developed during four weeks after angiography. 
